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Summary  
The purpose of this research was to explore ICU nurses’ perceptions of nursing leadership in the adult 
intensive care unit (ICU). The nursing profession needs leaders at all levels; ward, administration and 
executive and in an era in which there is a shortage of ICU nurses, nursing leadership is important, as 
positive leadership skills correlated with enhanced recruitment and retention of these specialist nurses. Six 
ICU nurses with at least five years experience in ICU nursing were recruited from a metropolitan hospital 
in Australia. Qualitative phenomenological methodology was used to depict the lived experiences of 
nurses’ leadership in the adult ICU. Data were collected through individual semi-structured interviews 
using open-ended questions and analysed using Giorgi’s (1970) descriptive method for data analysis. Five 
themes emerged and these were all inter-related: leading by example, communication, ability to think 
outside the management square, knowing your staff and stepping up in times of crisis. These findings 
highlight the importance of nursing leadership in the adult ICU and the need to ensure that all current and 
future nursing ICU leaders are adequately prepared and educated for this role. This information may also 
be used to assist in the development of leadership skills in ICU nurses. 
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Introduction 
In the 21st century, healthcare organisations face many challenges, including increasing costs and demand 
on services, and new technology. This has resulted in the healthcare environment being one of complexity 
and change (Huber 2006). Restructuring continues to occur in an attempt to reduce the economic burden. 
Furthermore, social and demographic changes have seen healthcare organisations recognise the 
importance of the role that nurses, the largest group of healthcare professionals, have as both leader and 
manager within these organisations (Yoder-Wise 2003; Daly, Speedy et al. 2004; Huber 2006). Demand 
on intensive care unit (ICU) services and the requirements for ICU nurses are expected to increase in 
future with population growth and ageing. The Australian Health Workforce Advisory Committee (2002) 
estimated a shortfall of 537 intensive care nurses in Australia in 2002. This is attributable to an ageing 
workforce, a reduction in hours worked per week, and lack of replacement of retiring nurses by younger 
nurses. In the past, younger nurses have been attracted to working in the ICU, for reasons such as the 
challenge and excitement of working in this demanding area. However, as the number of people entering 
nursing continues to decline and the nursing workforce continues to age, the number of younger nurses is 
diminishing, which is a contributing factor to the shortage of ICU nurses (Buerhaus, Staiger et al. 2000; 
Cortes 2004).  
Conway and McMillan (2002) explored issues related to workplace culture of the Australian ICU. The 
major issues were an increase in workplace tension, a decrease in job satisfaction, and that ICU nurse 
educators had a responsibility to undertake a leadership role in the ICU in order to address these issues. 
Tourangeau (2003) states that in the 21st century, we are seeing fewer nurse leader role models 
within healthcare organisations and that “the pool of current and future nurse leaders is 
diminishing” (Tourangeau, 2003, p. 624). Effective nurse leadership is linked to having access to 
opportunity, resources, and information. Nurse leaders with access to these structures are 
empowered and successful, which leads to healthcare organisations having greater overall 
achievement and improved retention of nurses (Upenieks, 2002).  
The ICU nursing shortage is two fold, not only is attracting nurses to work in the ICU problematic, but 
the high turnover of ICU nurses is a major concern. Future demand on ICU services and the requirements 
for ICU nurses is expected to increase with population growth and ageing (Australian Health Workforce 
Advisory Committee 2002). The health care demands of the rapidly ageing workforce will impact on 
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nurse recruitment and retention, a “crucial challenge” for all nursing administrators and leaders (Jackson 
and Daly 2004, p. 352).  
Currently in Australia, there is a paucity of research investigating nursing leadership in the adult ICU, 
from a nursing perspective. The government report by Heath (2002) identified effective nursing 
leadership as a long-term solution to the current recruitment and retention problems facing the profession. 
Other research supports the view that leadership is an important characteristic of the ICU nurse unit 
manager in the promotion of nurse recruitment and retention (Boyle, Bott et al. 1999; Anthony, Standing 
et al. 2005).  
 The phenomenon of leadership, as experienced by the nurses, was  extracted from their perceptions to 
create understanding and meaning. The principal research question that guided this study was: What is the 
meaning of the phenomenon of leadership as experienced by ICU nurses in the adult ICU? For the 
purpose of this research, leadership was defined as the “use of personal traits and personal power to 
constructively and ethically influence patients, families and others toward an end point vision or goal” 
(Yoder-Wise 2003, p. 2). 
Method 
Phenomenology, a qualitative research method was used for the study. Phenomenology is concerned 
with the lived experience of individuals and aims to disclose and explore the meaning of the 
experience (Streubert and Carpenter 1999; Burns and Grove 2001). This research method can be 
both descriptive and interpretive. Giorgi’s (1970) descriptive approach was adopted for this 
study as it describes the participant experience in their own words, that is, to gain insight into 
meaning that people describe as their experience. This descriptive approach focuses on two 
aspects, the data, which is obtained through extensive interviews, and the analysis of the data. 
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Participants 
The six participants were purposefully selected to articulate their experience of the phenomenon of 
leadership (Schneider, Elliot et al. 2004) and were recruited from a Critical Care Department (consisting 
of both intensive care and cardiac beds) in a public hospital in metropolitan Victoria. The participants 
had to be registered nurses with a minimum of five years experience in an adult intensive care 
nursing. A postgraduate critical (Intensive) care certificate was also required. The hospital and the 
university involved in this research granted ethics approval.   
Data Collection and Analysis  
Data was obtained by individual face-to-face, in-depth semi-structured interviews with each of the 
participants. Each interview lasted between thirty and sixty minutes and was audio taped to 
facilitate accurate transcribing of information. Hand written notes were taken during the 
interviews, to assist clarification of points raised, and to facilitate the asking of further open-
ended questions.  
Participants were provided with a written copy of their transcribed interview so that they could 
remove or change any information they had divulged. Second interviews were not required, and 
no data was removed from any of the transcribed interviews. Ethical considerations were 
addressed, in particular the issues of informed consent, anonymity and confidentiality. Actions 
taken to ensure credibility and rigour were also discussed 
Data was analysed using Giorgi’s (1970) four steps-bracketing, intuiting, analysing and 
describing. The first step, bracketing, involved reading the transcribed interviews. The second 
step, intuiting, involved re-reading of transcripts. This led to the beginning of understanding the 
phenomenon. The third step, analysing, saw the emergence of themes. The fourth step, 
describing, communicated the findings in the form of written description, based on the themes 
extracted from the data.  
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Although the participants differed in their backgrounds, personalities and current roles within the ICU, 
common themes were reflected in their perceptions and experiences of leadership, and their ability to 
articulate about the phenomenon of leadership.  
Results  
“Leadership to me is good communication, leading by example, be consistent and stand by your 
decisions, [and] be positive.” 
This narrative reflects one participant’s perception of leadership in the adult ICU, a view shared by the 
other participants in this study. Four of the identified themes in this study – Leading by example, 
communication, ability to think outside the management square, and knowing your staff were consistent 
with the literature and are inter-related. Yoder-Wise (2003) identified five leadership development tasks 
to ensure effective leadership and leadership success: selecting a mentor, leading by example, accepting 
responsibility, sharing the rewards, having a clear vision, and a willingness to grow. Interestingly, each of 
the participants identified these leadership development tasks during their interviews. Stepping up in 
times of crisis was the only theme not identified in the literature, although accepting responsibility may be 
analogous to this theme (Table 1). 
Leading by Example  
Leading by example was the first theme that emerged from the data. Meaning units that led to the 
interpretation of this theme were knowledge, experience, inspiration, motivation, achieving goals, 
confidence, influencing, role model, mentor, standards, decision making, respect, and professionalism. 
All six participants expressed aspects of this theme during their interview. Leaders in an adult ICU need 
to be adaptable, confident, and influential. Effective nurse leaders realise that the “most effective and 
visible way to influence people is to lead by example” (Yoder-Wise 2003, p. 24). Leading by example, or 
acting as role model has many facets, and is well documented within the leadership paradigm. Leading by 
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example or role modelling occurs when a role is performed in a manner that colleagues want to emulate 
or follow, and is demonstrated by actions, style, values, and behaviours. It is associated with positive 
traits and characteristics such as, showing support and a willingness to listen to others (Daly, Speedy et al. 
2004). 
One participant’s thoughts on leadership are expressed below.  
“Leadership [it’s] guiding. It’s part mentoring, well its leading by example, its guiding those 
staff around you to, to fulfil certain outcomes that you deem are necessary and its also about 
maintaining a balance within the department…everyone maintain spirits, maintain a lot of 
the behaviour and the conduct.” 
This participant also believed that leadership could be demonstrated in their professional role: “I don’t 
think you can expect people to follow you, if you’re not doing those things… so with myself, I always 
wear my uniform, I always show up to work on time.” These beliefs are supported by the literature, as 
nurses are needed to exert professionalism and are being increasingly required to demonstrate leadership 
(Grossman and Valiga 2005).  
The ability to make decisions is expected of nurse leaders (Yoder-Wise 2003; Daly, Speedy et al. 2004; 
Grossman and Valiga 2005). The skill of making decisions is necessary on a daily basis in the ICU, at all 
levels of nursing. For the person in charge of the shift, making decisions begins soon after the 
commencement of the shift when nurse allocations are attended to, and continues throughout the entire 
day.  
Nurses are also required to make many ethical decisions on a daily basis involving patient management 
and care. Leadership ethics is concerned with the ethical issues that relate to the field of leadership. For 
the nurse leader, the notion of leadership ethics is of utmost importance, requiring knowledge and 
behaviours that encompass the seven key characteristics of leadership ethics, one of which is moral role 
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modelling and leading by example (Daly, Speedy et al. 2004). The notion of moral role modelling calls 
for nurse leaders to, in effect, practice what they preach, and to ensure their own ethical standards are able 
to be seen by others at all times. 
All of the participants were asked about their lived experience with current nursing leadership. They 
referred to nurses who presented at conferences and who had impressive academic qualifications but 
thought that the public or the general community would not recognise these nurses as leaders within the 
profession.  
Participants acknowledged that leadership in the adult ICU occurred by nurses who were not in formal 
management or education roles. The participants recognised that nursing leadership existed at the bedside, 
yet conceded that this leadership might be limited. Another participant mentioned the importance of the 
potential leader in everyone. She claimed: “The person who’s working in the bedside next to you can be 
just as much the leader.” The literature supports this view that leadership is not only in the domain of 
managers and administration staff, but can be recognised, developed and implemented at all levels of 
nursing including clinicians at the bedside (Tappen, Weiss et al. 2001; Valentine 2002; Groher-Murray 
and DiCroce 2003; Yoder-Wise 2003). Sullivan & Decker (2001) refer to those people who exercise 
leadership while not employed in a management position as “informal leaders.” 
Leading by example in the ICU is important as it creates and maintains an environment that is supportive 
and rewarding for nurses. Furthermore, ICU nurses need to be able to make decisions on nursing 
practices, procedures and policy’s within this technologically advanced area (Cortes 2004). Of most 
importance is that true leadership benefits the followers not the leader. 
Communication 
The second theme that emerged from the data was communication. The meaning units that contributed to 
this theme were feelings, delegating, consistent, able to speak and guide, approachable, and decreasing 
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anxiety. Each of the six participants expressed this theme in their narrative stating that it was a necessary 
characteristic of a leader in the adult ICU. One participant spoke of the leader communicating through 
enthusiasm or motivation, whereas another believed a leader must have knowledge and an ability to 
communicate it.  
Communication is an important facet of effective leadership, as it is “the medium by which leadership is 
conveyed to the group” (Groher-Murray and DiCroce 2003, p. 51), and may be defined as “the exchange 
of information or opinions” (Ruthman 2003, p. 53) cited in Kelly-Heidenthal (2004).  
Communication skills and knowledge of how a unit or department functions are central to the notion of 
leadership. Nurses are required to work as part of a multidisciplinary team, consequently communication 
is a vital skill (Groher-Murray and DiCroce 2003). One participant referred to how communicating with 
the multidisciplinary team is necessary:  
“It is very much a group, the unit functions as a whole, people can’t work independently of 
others [because] we’re dependent so much on each other from nursing to medical [to] 
physios. A good leader could achieve far better outcomes that someone just meeting the 
criteria for managing through the shift.” 
Nurses in the ICU at all levels, interact with medical, administrative and allied health staff with the 
commonality of ensuring patient needs, and optimising patient care and treatment. Factors influencing 
communication include emotions, perceptions, values, education, and the goals of those involved in the 
communication process (Kelly-Heidenthal 2004). 
Communication plays a major role in the working day of nurses, especially ICU nurses. Effective 
communication is essential. The ICU nurse is required to care for patients who are increasingly complex, 
in an environment facing the challenges of new technology and nursing shortages. The ICU nurse must be 
able to communicate effectively with colleagues, supervisors and patients (Hynes, Mintenko et al. 2005; 
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Pereira, Williams et al. 2005). The ICU nurse becomes adept at listening. The role of listening is 
important for the leader to ensure that all sides are heard before a decision is made (Yoder-Wise 2003), 
and is critical to effective communication (Marriner-Tomey 2004).  
Nurse leaders need to have the personal quality of approachability (Daly, Speedy et al. 2004). During the 
interviews three participants mentioned approachability. One spoke of a colleague employed as a CNS, 
whom they thought displayed approachability:  
“She’s always extremely efficient and approachable and any one of the agency staff or 
whoever, or newer staff to the unit feel really comfortable asking for her advice, and she’s 
always happy to [help]. She’s just a wonderful example of a nurse and I think there’s what 
makes her a leader.” 
As the public place a large deal of trust in the nursing profession, communication skills must be put to 
advantage with nurse leaders communicating their vision at every available opportunity (Grossman and 
Valiga 2005). Research into communication in the ICU assessing the relationship between nurses and 
medical staff indicates that shared, effective communication between these two groups is associated with 
positive outcomes for both patients and staff (Boyle and Kochinda 2004).  
Each participant felt that effective communication between the leader and other staff validated their 
importance as a member of staff making them feel valued and listened to. Communication was also seen 
as an important skill for reasoning with ‘difficult’ personalities, working through tough situations and 
getting people to share and understand the leader’s vision.  
One participant spoke of how they communicated with staff: at the unit level. - delete 
“I don’t talk over them either in the sense that I’ll make sure the language I use is technically 
appropriate for their level of experience… So I tend to focus very much on that 
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communication side of it and being approachable… I work very hard so that they feel a part 
of the unit and they feel respected.”  
This participant demonstrated effective communication because they believed that a good leader 
communicated well with colleagues.  
Another participant acknowledged that without leadership, communication would be a problem. One of 
the ways they demonstrated leadership as a Clinical Nurse Educator is described below. 
“You’re a leader because people are always asking for your advice and you have to show 
confidence in what they are talking to you about and also have to show that you’re 
interested…also follow up whatever they may bring to you and at times it might be a very 
simple thing, other times be something that you have to go back to and say I’ll get back to 
you whenever the time frame. I’ll give them a time frame, depending on what the issue.”  
Communication was seen by the participants to be a core component of effective leadership in the adult 
ICU and was repeatedly discussed throughout the interviews as a skill required by all nurse leaders.  
Ability to Think Outside the Management Square 
Ability to think outside the management square was the third theme that emerged from the data. Meaning 
units identified for this theme were: being able to see, change, field of vision, advocate, not willing to just 
accept, visionary, and the bigger or overall picture.  
All participants identified the difference between management and leadership and acknowledged the 
relationship between the two. The participants spoke of leadership being more idealistic and humane, than 
management. Interestingly, none of the participants had attended formal leadership training or 
conferences either before or during their managerial positions. 
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One participant outlined their opinion of management and leadership: 
 “I think from a management point of view, my understanding, personally, I think you need 
to be a good leader, I believe you need to be a good leader to be a good manager.” 
Another participant identified that whilst this is true, some people are “stronger in leadership roles than 
perhaps management roles”.  
Sullivan & Decker (2001, p. 42) suggest that “all good managers are also good leaders – the two go hand 
in hand.” Daly, et al. (2004, p. 4) discuss how “theorists continue to debate the relationship between 
leadership and management.” Although the terms leadership and management are often used 
interchangeably, they are different. One notable difference is that managers are employed in a formal 
position, but leaders may not be (Sullivan and Decker 2001; Groher-Murray and DiCroce 2003). Another 
way of differentiating the two concepts has been “referring to leadership as dealing with people and 
managing as dealing with paper” (Daly, Speedy et al. 2004, p. 14). This view is in keeping with the 
participants’ perceptions.  
In the healthcare environment of today, as positions are advertised we see now not only management 
qualifications being wanted, but also leadership skills (Daly, Speedy et al. 2004). Managing to the 
participants was addressing staffing issues and managing budgets, whereas leadership dealt with the 
human component, that is, the people employed within the department, and felt that leadership was more 
emotive. The literature supports this viewpoint (Sofarelli and Brown 1998). Fiona surmised these 
sentiments: “I think leadership has a wider, more emotive value than management does.” 
A difference leadership and management have is that leaders “see beyond where they are and see where 
they are going” (Yoder-Wise 2003, p. 24). In the nursing profession, the leader is viewed as a visionary 
figure that looks at how a department or organisation can move forward. The leader negotiates for the 
better of the workplace. The planning and organisation of services is seen as part of the role for the nurse 
  13 
manager (Daly, Speedy et al. 2004). One participant identified the difference in leaders and managers and 
the impact they have on the ICU environment:  
“It’s great to have a leader that has vision and moves the group forward into like a certain 
way, you feel like, like it’s a team, which is a bit idealistic but… I do think there’s a certain 
definite difference between leaders and managers, and I think there are not a lot of really 
good leaders.” 
Research into leadership within the adult ICU has been conducted primarily from a nursing unit 
manager’s perspective (Boyle, Bott et al. 1999; Sullivan, Bretschneider et al. 2003; Zazworsky 2004; 
Anthony, Standing et al. 2005) or has had an emphasis on the importance as the ICU nurse educator as 
leader (Conway and McMillan 2002). 
To conclude, the participants acknowledged the differences between leading and managing. Their 
perceptions are perhaps best supported by Bennis & Nanus (1985) and Manske (1999) both cited in 
Groher-Murray & DiCroce (2003, p. 18), as:  
“A leader inspires and a manager administrates; a leader develops and a manager maintains; 
a leader relies on people and a manager relies on the system; and lastly, a leader requires 
trust, while a manager requires control.” 
Knowing your Staff 
The fourth theme that emerged from the data was knowing your staff. Utilising staff, acknowledging 
qualities, contributions, strengths and weaknesses, consideration, value, sense of belonging, sensitive, and 
achieving potential were the meaning units identified from the narratives for this theme. Each of the six 
participants expressed this theme.  
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“One of the other attributes a leader must have is to recognise the qualities in their fellow 
workers and encourage and to be actually able to bring that out.” 
This statement by one participant reflects the importance of recognising qualities in fellow workers. Each 
of the six participants recognised knowing your staff is a function of leadership. This was demonstrated 
through staff allocations, delegation, and an awareness of staff member’s strengths and weaknesses. It 
also reflected an acknowledgement by the participants that colleagues may have more experience or 
knowledge about a situation or event, and that asking for their advice was reasonable.  
Knowing your staff is of importance to the leader. Recognising and selecting talent is a skill the leader 
must have. Moss (2005) discusses how managers repeatedly select the wrong person for roles. The leader 
was portrayed as someone who took care and time in ensuring the right person was chosen for new roles. 
Contino (2004) writes that part of the nurse leader’s role is managing and understanding ICU nurses, 
which is of utmost importance to organisational success.  
Each year, the ANUM complete staff appraisals using an interactive process, which is of value to 
management and employees to address concerns, set goals and provide feedback. One participant spoke 
of how they used the annual staff appraisals to gain knowledge and understanding of colleagues’ skills 
and attributes. This helped them in assisting Clinical Nurse Specialists to take on extra responsibilities, 
such as being in charge. Roussel, Swansburg, & Swansburg (2006) discuss staff appraisals as a tool used 
by management to evaluate employee performance, they state that staff appraisal is generally a non-
interactive and passive process which neither the employer or employee enjoys. This view appears to be 
in contrast with the participant’s opinion. This participant valued the opportunity to learn more about their 
staff and used an interactive process to do so. Both the leader/participant and the staff they were apprising 
were able to discuss performance and goals through verbal and written feedback.  
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To another participant, knowing your staff was “about delegating and knowing what people’s strengths 
and weaknesses are and using them”. In addition to having knowledge about staff attributes, knowing 
your staff also refers to nursing leaders and managers having an ability to develop and strengthen each 
staff member’s sense of belonging and having an awareness of their work aspirations. This can be 
achieved if the leader is willing to empower staff through activities or strategies such as access to learning 
and development (Daly, Speedy et al. 2004). Yoder-Wise (2003) supports the tactic of using 
empowerment strategies.  
For one participant, knowing your staff was of most value when the environment was busy and you 
needed, as the person in charge, to be able to utilise your staff to the best of their ability: 
“When it gets extremely busy, [when] there’s lots of admissions and discharges, you’ve got 
to decide what the priorities are and get them [done], … the best people, well the most 
skilled, or appropriate person to do, to do certain things, and get them to want to do what you 
want… You’ve got to really take back control of what’s going on, you need to assert your 
authority or whatever it is, certainly acknowledge people when they are supportive of you 
and [when they] do a good job.” 
In the ICU utilising staff effectively, highlighting their strengths and weaknesses and facilitating their 
growth, identifying and nurturing potential future leaders are all important characteristics of an effective 
leader.  
Knowing your staff reflected a belief by participants that knowledge of staff capabilities and qualities was 
an important aspect of nursing leadership in the adult ICU.  
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Stepping up in Times of Crisis  
Stepping up in times of crisis was the final theme that emerged from the data. Meaning units identified 
from the narratives were: demeanour, co-ordinating, direction, being looked up to, reducing stress, 
knowledge, experience, and getting a job done.  
Four of the participants gave an account of an experience involving leadership that was an emergency, 
namely a patient deteriorating rapidly or already in cardiac arrest whereby someone took charge of the 
situation, delegated tasks to staff, maintained calm and “got the job done”. 
An exhaustive literature search was undertaken using key words such as leadership, crisis, cardiac arrest, 
emergency, intensive/critical care units, and intensive/critical care nurses. The literature search failed to 
find any published research supporting the participants’ perspective of leading in a crisis. There appears 
to be no literature on ICU nurses leading in times of crisis or emergency. The literature search revealed 
previously published material concerning overcoming ones fear of attending to and dealing with a “code 
blue” situation (Badger 1996). 
According to Kim, Neilipovitz, Cardinal, Chiu, & Clinch (2006), the resuscitation of critically ill patients 
requires both medical and non-medical skills. They refer to these non-medical skills as Crisis Resource 
Management (CRM), which includes aspects such as leadership, problem solving, and communication.  
The participants who stepped up during a crisis spoke of organisation, delegation, demeanour, knowledge, 
and skill. Did they lead in these situations, or manage the situations? It could be argued that the 
participants exhibited critical thinking, a skill in which an exact evaluation or judgement of the patient’s 
condition is made (Zhang, Luk et al. 2001). One thing is certain, each of these participants demonstrated 
clinical excellence. As Benner (1984, p. 34) states  
“Expert clinicians are not difficult to recognise because they frequently make clinical 
judgements or manage complex clinical situations in a truly remarkable way.” 
  17 
Perhaps the best way then to address this theme is using the notion of expert as described by Benner 
(1984, p. 31), who defines the expert nurse as someone who has a clear understanding of situations when 
they arise, of what action is required and is not reliant on an “analytical principle”. Benner (1984, p. 111) 
refers to this under the domain of “effective management of rapidly changing situations,” which 
incorporates three components.  
1. “Skilled performance in extreme life-threatening emergencies: rapid grasp of a problem”. 
2. “Contingency management: rapid matching of demands and resources in emergency 
situations.” 
3. “Identifying and managing a patient crisis until physician assistance is available.” 
Examples provided by Benner (1984) are of ICU nurses “stepping up.” She writes of the expert nurse as 
one who is able to co-ordinate a multifaceted, complex situation, who can identify problems that need to 
be urgently addressed, set priorities, and delegate tasks as deemed appropriate. The narratives of the 
participants are in keeping with these views.  
Limitations 
Although it is not the goal of phenomenology to generalise findings, it could be argued that this small 
number of participants limits the scope and depth of the data gathered about nurses’ perceptions of 
leadership in the adult ICU. Furthermore, the study does not provide a complete picture of all ICU nurses’ 
perceptions of leadership because the findings cannot be generalised. A larger study would assist in 
further understanding the phenomenon of leadership in the adult ICU. 
This study had an unequal participant sample of one male to five females. An even gender participant 
sample would have been desirable, but unfortunately was not possible. It has been documented that 
women and men differ in their leadership styles, in that male who leads is reliant on rationale, is 
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quantitative, flourishes on competition and sees power as target to achieve, and the woman leader is 
intuitive, qualitative, reliant on relationships and looks to the future as a direction (Grossman and Valiga 
2005). A participant sample of equal gender may have yielded different themes.  
Conclusion 
This study has explored six ICU nurses’ perceptions of leadership in the adult ICU. It is important to have 
an understanding of nurses’ perceptions of their workplace, especially on how they lead or how they are 
being led. Effective leadership has been associated with successful recruitment and retention of nurses 
(Cameron, Armstrong-Stassen et al. 2004). In addition, Jackson & Daly (2004) cite the recruitment and 
retention of nurses, in Australia, as a crucial challenge given the ever increasing ageing nursing 
workforce, they claim that nursing leadership is integral towards a long-term solution to the current 
recruitment and retention problems facing nurses, especially in the specialty areas. 
Data analysis revealed five themes: Leading by example, Communication, Ability to think outside the 
management square, Knowing your staff and Stepping up in times of crisis. Each of these themes reflects 
an important aspect of leadership in the adult ICU – Leading by example showed that it was necessary for 
the leader to act as role model in order to get staff to respect you and wanting to achieve similar goals. 
Communication was seen by the participants to be an integral component to effective leadership in the 
adult ICU. Participants spoke of using appropriate language to all staff. The ability to think outside the 
management square emerged as a result of the participants recognising that leading and managing differ. 
The participants believed that the manager was more task oriented, while the leader was more people 
orientated. Knowing your staff was an interesting theme, which became apparent when participants began 
speaking of having an awareness of staff member’s attributes, strengths and weaknesses. This theme was 
also seen as being a component to keep the environment safe through the appropriate allocation of staff. 
Stepping up in times of crisis, the final theme, acknowledged that leadership occurred on a daily basis but 
when a crisis or emergency occurred, it was the leaders who “stepped up”.  
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Unfortunately, due to a limited amount of previously published literature on nursing leadership in the 
adult ICU, much of the discussion presented has been generic and not specific to the ICU. However, the 
literature indicates that leadership is generic to healthcare. Although, the situations and environments 
within healthcare differ, the leadership skills required are the same despite the circumstances. The 
perceptions of the participants, which led to the identification of five themes, were generally supported by 
the available literature, except for stepping up in times of crisis.  
None of the participants had attended formal training or education on leadership. In an ICU environment, 
leadership is important and this lack of formal leadership education and training is a concern and an issue 
that needs to be addressed. Nursing leadership needs to be incorporated into the professional development 
of senior nurses within the adult ICU. Attendance at training courses and leadership conferences is highly 
recommended. 
The ICU environment needs nursing leaders  and as Pereira, Williams, & MacConnell (2005, p. 16) 
reiterate:  
“Critical care nurses must continue to advocate and lead the way toward strong leadership, 
modelling of appropriate behaviour and effective communication, all of which together 
contribute to stronger team development and, ultimately, result in better, safer patient care.” 
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